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{H4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION [£4.5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACK CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IPENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROFRIATE DATE
DEFICIENCY)
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 1441 Itis the practice of this facility to assure that all 01/20/2012
S8=D miscellancous life safety issues are within
Generators are inspacted weekly and exercised compliance at all times to include the Battery-
under load for 30 minutes per menth in Powered Emergency Lighting is placed at the
accordance with NFPA 88, 3.4.4.1. location where the emergency gencrator electrical
control panel is installed, and was completed on
December 20, 2011,
No residents have been affected by this practice.
Preventive Maintenance Logs will be completed
to ensure continued compliance for one year
following the noted issue, or until substantial
compliance.
This STANDARD is not met as evidenced by ; i i i
Based on observation, the facilty ailed to assure Preventive Mainienance Logs wifl be reviowe
Battery"Powered Emergency Lighhng was quarteriy i Q CI?S[]I'E con mug COmp 1anr.:e
rovided in the | [ for one year following the noted issue, or until
provided in epwkaMmmemm@mw substantial compliance
generator electrical control panel is installed. S —
The findings Include:
Observation on December 18, 2011 at 11:30 a.m.
revealed the emergency generator control panel
room has ne Battery-Powered Emergency light
installed.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x) DATE

Any deficlency statement ending with an

following tha date of survay whether or not a plan of correction s provided,
days following the date these documents are made svalilable to tha facliity,
program participation.

et ——— b
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astarisk {*) denotes a deflclency which tha Institution may be excu
other safeguards provide sufficiant protection to the patlents, (See instructions,) Except for nursing homes,

Ew;nl.l.D: LéL121

For nursing hames, the above findings and plans of
If daficlanclna are clted, an approved plan of carrectlon Is requisite

sed from correcting providing it Is determined that
tha findings stated above are disclosabls 90 days

corraction are disclosable 14
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